Introduction {#sec1_1}
============

Foreign bodies ingestion is a common clinical emergency, most of them leave the gastrointestinal (GI) tract spontaneously, but 10--20% of ingestions of foreign bodies require endoscopic removal and less than 1% require surgery \[[@B1], [@B2]\]. Foreign bodies ingestion is a common disease in clinical presentations, which can be either acute or chronic. The most frequently encountered types are needles, coins, batteries, food, various sharp objects, bone fragments, cartilages, pieces of plastic, glass, etc. It has been reported that foreign body perforations of the GI tract most frequently occurs at regions of acute angulation and their thicker mucosal walls such as the duodenum or the ileocecum and the rectosigmoid \[[@B3], [@B4]\].

GI perforation may present as only odynophagia or abdominal pain. If the injury is not witnessed, a definite preoperative diagnosis is uncertain and clinical intervention may be delayed because symptoms are nonspecific. Diagnostic imaging (X-ray, CT, MRI) could identify the location, shape, size, and number of foreign body and contribute to establish the effective therapeutic approach \[[@B5]\].

The technology of gastric foreign body extraction under endoscope is already very mature, but a foreign body extraction with a length of \>5 cm under endoscope often results in serious complications such as perforation or GI bleeding.

Here, we report a successful case of endoscopic removal of a leg of glasses of 12.5 cm length from the stomach which was perforating the duodenum.

Case Presentation {#sec1_2}
=================

A 38-year-old male patient, presented in our clinic with severe abdominal pain. The only symptom reported by the patient was right low abdominal pain that appeared 10 days before. He had rebound tenderness located at the right abdominal quadrant without vomiting blood and black stool. His past medical history was positive for appendectomy.

Laboratory tests revealed raised inflammatory markers (ESR 50 mm/h, WBC 11,300/mm^3^) with no other main abnormalities. Electrocardiography was normal and the myocardial injury was excluded. Plain X-ray showed right upper pulmonary nodules with a slightly higher-density shadow that might represent a foreign body. Standing X-ray films showed a metal shadow in the right abdominal quadrant between the third lumbar vertebra to the fifth lumbar vertebra (Fig [1](#F1){ref-type="fig"}). A linear hyperdense foreign body penetrating the entire bowel wall at the duodenum and two limitations of emphysema, lung pulmonary lesions, high-density shadow around the hepatic portal vein and shadow around the local end were detected on the abdominal computerized tomography (CT) scan (Fig [2](#F2){ref-type="fig"}). Considering foreign body ingestion, his history was re-questioned, and the patient remembered that he had swallowed a leg of glasses 6 months ago. With upper GI endoscopy, the diagnosis was confirmed that a long foreign body (a leg of glasses) was lodged in the bulbus of the duodenum with purulent secretions surrounding the foreign body, the descending part of mucosa was normal. Since the perforation area was pinpoint small and there was little free air detected by the CT scan, a decision to attempt nonoperative management was made. Dormia basket was applied to pull the foreign body, followed by carefully withdrawing it back into the stomach. Titanium clips were successfully used to close the duodenal perforation through purse string suture, and the leg of glasses was subsequently removed out. Finally, we implanted a three-cavity nutrient tube into the jejunum of the patient (Fig [3a, b](#F3){ref-type="fig"}). The endoscopy operative course was smooth and uneventful. Enteral nutrition and broad-spectrum antibiotics were administrated for 1 week, and oral diet was started after rebound tenderness disappeared. Then, the patient was discharged without any complications and in good clinical conditions on the eighth day after endoscopy with normal blood biochemical examination (ESR 10 mm/h, WBC 5,600/mm^3^).

Discussion {#sec1_3}
==========

Endoscopists often encounter cases of foreign bodies in the GI tract. It is especially necessary to confirm the foreign body\'s shape, size, number and nature of material \[[@B3]\]. In general, slender, long, sharp-ended objects are more likely to lodge in the GI tract and causing perforation than objects of other shapes. In this case, the leg of glasses which is slender and long was swallowed by the male patient and lodged in the entire bowel wall at the duodenum and caused perforation finally.

In cases of foreign bodies in the GI tract, treatments are chosen according to object type and location \[[@B6]\]. The equipment must include a complete kit for flexible and rigid endoscopy, and auxiliary equipment that includes crocodile teeth type forceps or mouse, polypectomy loops with or without a pannier, polyp extractors, Dormia type panniers, etc. \[[@B7]\]. Flexible endoscopic technique is considered the first choice, especially for single foreign bodies with distal impaction site \[[@B8]\]. In this case, the leg of glasses was a long metallic object, prone to slipping and difficult to grasp. The Dormia basket we used was easily maneuvered into position, and the foreign bodies could easily be grasped within the basket wires. In our experience, we feel that the basket offers a greater degree of rotational capabilities and a wider diameter to grasp the foreign object, without further injury. Plain X-ray is simple and useful in the diagnosis of ingested metal foreign body. Abdominal CT may be helpful in patients with peritoneal irritation findings \[[@B9]\].

Since the suspicion or patient history will lead an initial diagnosis of foreign body ingestion, the majority of them may be managed nonoperatively. It is very important to ask for details of the patient history \[[@B10]\]. The history of the patient was re-questioned when the X-ray and CT scan found that there was a foreign body penetrating the entire bowel wall at the duodenum. Endoscopy is the first choice for the removal of the foreign object in upper GI. Endoscopic removal may be possible in up to 10% of the cases \[[@B11]\]. Surgical exploration may be necessary when the clinical course of the patient deteriorates or when there is a foreign object within the abscess \[[@B10], [@B11]\].

Conclusions {#sec1_4}
===========

In this case, we successfully diagnosed and treated a male patient with removal of a duodenal-perforating leg of glasses by endoscopy. In conclusion, when a patient was admitted with abdominal pain, foreign body ingestion and possible GI perforation should be considered. The detailed medical history should be obtained. Plain X-ray and abdominal CT scan are helpful in detecting the localization of foreign body and perforation. A Dormia basket can be utilized for the removal of ingested foreign bodies in the upper GI tract.
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![Standing X-ray films showed a metal shadow in the right abdominal quadrant between the third lumbar vertebra and the fifth lumbar vertebra level.](crg-0010-0679-g01){#F1}

![CT findings: a linear hyperdense foreign body penetrating the entire bowel wall at the duodenum.](crg-0010-0679-g02){#F2}

![**a** Endoscopic image showing a black foreign body lodged in the bulbus of the duodenum and purulent secretions surrounding the foreign body. **b** A leg of glasses after its removal.](crg-0010-0679-g03){#F3}
